MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —63—005586
DEPARTMENT OF PUBLIC HEALTH AND WEL PARE :

Registration District No. -_______.._/..Y_LFrimlrv Registeation District Ne. _..o._oé___keglsmr's No. _lﬂﬁz STATE FILE NUMBER

AMENDED £ B

mm luw 2. USUAL RESIDENCE (Where deceased lived. If -institution: Residence before
2. COUNTY Jackson T Missouwti®™™ Jackson

b. C(!’TY'[If cutside corporate limits, give TOWNSHIP anly) c. CITY
O
. Kansas City

R R
‘owN _Kansas City TowN
c. FULL NAME OF {If NOT in hospitel, glve location, d. STREET i h
FULL NAME O ] ien) ATREEL {If outside, give location)

wstiutioN H eargtone Nursing Home X nO 345 No. Drury

Middls Last. 4. DATE

MATTHEW GRIGGS oo

DO NOT. WRITE
ON THIS STUB

admission}

VS:300
Rev. 4/59

Length of atay in b

1"5 TS,

Inside Limits *

Inside Limits
—YnE No [0
Reside on Farm
Yes [1 No li

1

220049,

DATE AMENDED

3. NAME OF DECEASED
(Type or print}

First

WILLIAM

Month Day

2 - 16 - 1963

Year

5, SEX
le

6. COLOR OR RACE

White

7. Married

Widowed

Never Married (] |8. DATE OF BIRTH

Divorced []

%; AGE (last birthday)

12-1-1847 95

IF-UNDER.1 YEAR

IF UNDER 24 HR

Months | Days

Hours Min.

10a. USUAL OCCUPATION

Give kind of work done

11, BIRTHPLACE (City and stste or country)

12. 'CITIZEN OF'W

VHAT COUNTRY.

10b. KIND‘QF BUSINESS OR INDUSTRY
Carpenter

13b. MOTHER'S MAIDEN NAME

Unknown

17.

R%;Eﬂaa working life, even if retired)

13a. FATHER'S NAME

Bill Griges

15. WAS DECEASED EVER IN U.5. ARMED FORCES?
{Yes, no, or unknown) I {If yes, give war or datas of ser

Boone Co., Mo, USA

14, NAME OF HUSBAND OR WIFE

) Dec.
rankie Martha Griggs-

INFORMANT Address K MO

». [ ]
Jogephine Stewart, 345 N!DrurgE
. INTERVAL BETWEEN.
PART |. DEATH WAS CAUSED

Sl 3 ' ' CONSET AYP DEATH
IMMEDIATE CAUSE (a) W / / -/6 Mol /[ /7 ~0t AM%
; ) . . /
wmm__c_ﬁLa_gLL_,ééu_r_u-z/z £ 4 3
. ) " Yealrs

DUE TO (c) a_r‘:/l?lr'lnf(‘/ef o5 75
daceased was

OTRER SIGNIFICANT CONDITIONS CONTRIBUTING ‘TO DEATH but not related to the terminal PART It ¥ female was
dissare condition given in PART ) (a) there a pregnancy In last 90 days.

lDYesI ] Ne | O Unknown
njury tn PART ! or PART Il of item 18.)

18. CAUSE OF DEATH (Enter only ons cause pcr lir

DOCUMENT

which gave rise to
above cayse [(a),
stating the under-
lying cose  Ieet,

INSTEAD OF

Conditions, if nny,]

PART I8

19. WAS AUTOPSY | 30b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of
PERFORMED?
Yes[J No

20c. TIME OF
INJURY

20a, ACCIDENT  SUICIDE  HOMICIDE
a O [m]

Hour Month, Day, Yeesr
am,

. pm. -

N CURRED 20e. PLACE CF INJURY (e.g., in or about home,
20d wl-jl:JL'éYA?c farm, factory, strast, office bldg., #tc.}

WORK (]
NOT WHILE AT WORK O
her Z, - (. & 3
21. | attended the decesyed frnm__A;L__G—L—, lo_L_L‘_Qa_and last saw I‘um alive o /
/ R Mﬂu date stated above, and to the best of my knowledge, from the causes' stated.

(Degres of Ilﬂ.}', 22c. DATE SIGNED

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

COUNTY STATE

20f. CITY, TOWN, OR LOCATION

Death occurred at.

22h. ADDRESS

USE BLACK INK

TYPEWRITER RIBBON

ang raul iaurenmt CERTIFICATION

r

2-,5. DATE RECD. BY LOCAL %_
A-lF-63

[Licarsed Embalmar’s Statement on Reverss Sids)

8
ﬁ%%&g{’g ;IECTOR
Sheil Funera

ITEM NO.|] SHOULD READ

BY AFFIDAVIT OF




" STATEMENY. BY 'LICENSED EMBALMER

nr -

I hereby ceriify that the bo-dy whose name is recorded on the reverse side.of this. cerfificate was embalmed by ma,

"

or by ___ . Student Embalmer No.

working under.my persenal supervision,

Stident

‘Signature of Student Embalmer

Licensed Embalmer No %:9‘{ .

P. O Addressm_' 2 -

Note: The above MUST BE SIGNED BY THE. LICENSED EMBALMER in his OWN HANDWRlTING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall s:gn in his OWN handwrmng

If this hady is not embalmed -fact should ‘be so stated. abéve’

o




